 (Gut 1996; 38: 932-935) 
Portal hypertension leads to the development of collaterals at sites of portal and systemic venous anastomosis. Oesophageal varices are the most common site of major haemorrhage, but varices in unusual extraoesophageal locations have been reported.'-' Despite the high prevalence of anorectal varices in portal hypertension, serious haemorrhage is quite rare but may be fatal.4 5 Various diagnostic procedures have been used for the investigation of anorectal varices in the past, including flexible sigmoidoscopy,2 barium enema,6 transhepatic splenoportography,7 and endoscopic sonography.2 [6] [7] [8] Although several techniques for treating acute bleeding like surgical suture, sclerotherapy, rubber banding, and rectal package have been reported, the optimal therapeutic management has not been established. ' 9-l1 We report a patient with severe recurrent rectal bleeding due to HCV related liver cirrhosis successfully treated by a transjugular intrahepatic portosystemic shunt (TIPS).
Case report A 83 year old female patient with liver cirrhosis was referred from an outside hospital for evaluation and treatment of recurrent life threatening rectal bleedings. She had been well until 1992, when she was admitted to the hospital with ascites. A diagnosis of liver cirrhosis resulting from chronic hepatitis C was made. Other signs of portal hypertension, including non-bleeding oesophageal varices grade IV and splenomegaly, were present. Diuretics were given and ascites improved. The (Fig 1) . Endoscopic ultrasound with a 7.5 MHz radial scanning echoendoscope (GF-UM 20, Olympus Optical, Tokyo, Japan) showed multiple, large tortuous vascular structures of 7 to 9 mm in diameter in the rectal wall and the perirectal space (Fig 2) . The rectal wall was considerably thickened to 24 mm because of intramural varices (Fig 3) .
Magnetic resonance imaging was performed on a 1.5 Tesla MR-system (Signa Advantage, General Electric Medical Systems, Milwaukee, Wisconsin, USA) using the body coil for signal transmission and reception. Axial TI-(TRITE 400/12) and fast T2-weighted (TRITE 4000/102) SE images were followed by axial and coronal 'time offlight' gradient echo images (TRrIE/flip 33/10/300) of the abdominal vasculature. Subsequently, Cine Phase Contrast images (TR/TE/flip 28/8/45°, 16 phases/RRinterval, velocity encoding value of 40 cm/sec) were acquired in a plane perpendicular to the course of the portal vein, distal to the portal venous confluens and proximal to the bifurcation, as well as perpendicular to the azygous and haemiazygous veins at the level of T6. The magnetic resonance evaluation showed a cirrhotic liver, splenomegaly, ascites, and moderate gastro-oesophageal varices, resulting in significantly increased flow in the azygous and haemiazygous veins of 404.8 mlmin. Flow in the portal vein was hypodynamic merely amounting to 473.6 ml/min.
Upper Liver function remained normal and signs of encephalopathy were absent. Repeated endoscopic ultrasound showed remarkable reduction of the anorectal varices (Fig 5) and the wall thickening (Fig 6) After TIPS placement about 20% to 30% of patients develop signs of hepatic encephalopathy.25 There are only a few reports concerning the risk of hepatic encephalopathy after TIPS procedures in elderly patients. The risk of hepatic encephalopathy after TIPS implantation in patients younger than 60 years is related to the Child-Pugh's class, whereas in older patients (over 60 years) no correlation to the severity of liver cirrhosis could be seen. 25 Sellinger et a126 27 conclude that the risk of hepatic encephalopathy is higher in older patients and that larger stent shunt diameters increase the risk in all patients. They clearly advocate the implantation of smaller (<8 mm) stents in the high risk population. In our 83 year old patient a 9 mm diameter stent was implanted. After about 12 months of regular follow up no episodes of hepatic encephalopathy or further rectal bleeding have occurred.
Recurrent rectal bleeding in a patient with portal hypertension should alert the physician to consider anorectal varices. Endoscopic ultrasound and magnetic resonance imaging are new non-invasive imaging modalities for both the diagnosis and post-treatment control in anorectal variceal bleeding.
